To the Editor,

The coronavirus disease (COVID-19) pandemic has disturbed health organisations globally[@bib0005] and requires permanent and rapid adaptation of practices. In adults, the association between COVID-19 and changes in out-of-hospital cardiac arrest (OHCA) management has been established.[@bib0010] In France, the emergency medical system overload did not significantly affect pre-hospital management of adult patients with cardiac arrest.[@bib0015] However, it is unclear whether the pre-hospital management of children was different during the COVID-19 outbreak.

Using the French National OHCA Registry (RéAC), we compared OHCA occurrence in children (\<18 years) in France during the initial days of the COVID-19 outbreak (1 February 2020--15 May 2020) with OHCA occurrence in children during the same period of 2019 (Supplementary file). We identified COVID-19 cases in compliance with the World Health Organization definition.[@bib0020]

We compared the rate of patients with cardiopulmonary resuscitation initiated by witnesses, cause of OHCA, duration of no flow, time between cardiac arrest and the mobile medical team's (MMT) arrival, return of spontaneous circulation (ROSC) rate, and survival rate during hospital admission.

We included 53 OHCAs reported in 2019 and 32 in the 2020 pandemic period (men: 64.2% and 59.4%, respectively) with a median age of 9 years (range: 1--15 years) and 6 years (range: 1--14 years), respectively. During the COVID-19 pandemic, two OHCA patients were affected by COVID-19. OHCA aetiology between the two periods was not different. No difference was observed for the no flow duration and rate of initiation of basic life support (BLS) by a bystander. First aid provider's resuscitation (BLS implementation or automated external defibrillator AED use) was not different between both the periods. No differences were observed regarding the rate of advanced life support by MMT and the intubation. The time between T0 and first aid provider and between T0 and MMT arrival were not different between both the periods. The rate of ROSC and survival at hospital admission were not different ([Table 1](#tbl0005){ref-type="table"} ).Table 1Populations characteristics.Table 12019\
(N = 53)2020\
(N = 32)Context of the OHCAAge y - median \[Q1--Q3\]9 \[1−15\]6 \[0−14\]0.323Sex (male) - no. (%)34/53 (64.2)19/32 (59.4)0.818OHCA at home - no. (%)32/47 (68.1)27/31 (87.1)0.065COVID-19 status (probable or confirmed) - no. (%)NA2/32 (6.3)NAMedical history - no. (%) - Diabetes0/53 (0.0)0/32 (0.0)NA - Cardiovascular3/53 (5.7)2/32 (6.3)1.000 - Respiratory2/53 (3.8)2/32 (6.3)0.630 - End of Life1/53 (1.9)0/32 (0.0)1.000 - Other14/53 (26.4)6/32 (18.8)0.598 - Unremarkable18/53 (34.0)12/32 (37.5)0.816Cause of the OHCA - no. (%)0.339 - Cardiac cause9/53 (17.0)4/32 (12.5) - Respiratory cause3/53 (5.7)3/32 (9.4) - Other medical cause22/53 (41.5)17/32 (53.1) - Traumatic cause11/53 (20.8)2/32 (6.3) - Other cause8/53 (15.0)6/32 (18.7)Bystander presence (at collapse) - no. (%)24/53 (45.3)13/32 (40.6)0.822 - Immediate bystander BLS[a](#tblfn0005){ref-type="table-fn"} - no. (%)13/24 (54.2)8/13 (61.5)0.739ResuscitationBystander BLS - no. (%)24/53 (45.3)19/32 (59.4)0.265Bystander AED use - no. (%)1/53 (1.9)0/32 (0.0)NABLS by first aid providers - no. (%)44/53 (83.0)27/32 (84.4)1.000First aid providers AED use no. (%)39/42 (92.9)19/21 (90.5)1.000ALS by the MMT - no. (%)37/53 (69.8)25/32 (78.1)0.459First recorded cardiac rhythm[b](#tblfn0010){ref-type="table-fn"} - no. (%)0.245 - Asystole47/53 (88.7)23/32 (71.9) - VF/pulseless VT2/53 (3.8)2/32 (6.3) - PEA2/53 (3.8)4/32 (12.5) - ROSC during BLS2/53 (3.8)3/32 (9.4)Intubation -- no. (%)35/37 (94.6)24/28 (85.7)0.390TimesTime between T0 and first aid provider arrival (min) - median \[Q1--Q3\]9 \[5−12\]10 \[2−12\]0.832Time between T0 and MMT arrival (min) - median \[Q1--Q3\]17 \[11−25\]16 \[12−25)0.771Time between T0 and ROSC or death (min) - median \[Q1--Q3\]42 \[25−58\]46 \[25−58\]0.902No-flow (min) - median \[Q1--Q3\]9 \[2−14\]10 \[0−17\]0.931SurvivalROSC - no. (%)9/53 (17.0)9/32 (28.1)0.277Survival at hospital admission - no. (%)7/49 (14.3)8/32 (25.0)0.253[^1][^2][^3]

The emergency medical management of paediatric patients with OHCA in France does not seem to have been affected by the overload of pre-hospital emergency medical services.

The recent worldwide COVID-19 pandemic has put health care systems to the test, most of which have been overburdened. To prevent and avoid malfunctioning of critical services, many countries have established a COVID-19 rapid response infrastructure to prevent reaching capacity.[@bib0025] Even if COVID-19 among paediatric patients seemed to be milder, with better prognosis than adults, the risk of COVID-19 contamination forced the teams to take the same precautions during adults and children OHCA. The fear of COVID-19 has not led to a reduction of witness-initiated CPR. Despite the low incidence of paediatric OHCA during the 2020 pandemic provides a lack of statistical power, we hypothesised that paediatric OHCA is always an event, which is fortunately rare, but shocking to everyone involved, thus prompting all the stages of management to address such cases effectively even in the midst of the COVID-19 pandemic.
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Supplementary material related to this article can be found, in the online version, at doi:<https://doi.org/10.1016/j.resuscitation.2020.08.002>.

[^1]: OHCA: out-of-hospital cardiac arrest; BLS: basic life support; AED: automated external defibrillator; MMT: mobile medical team; ALS: advanced life support; VF: ventricular fibrillation; VT: ventricular tachycardia; PEA: pulseless electrical activity; ROSC: return of spontaneous circulation.

[^2]: If the OHCA was witnessed by a bystander.

[^3]: On arrival of the MMT.
